
before coming under my care, began to lose his sight. He had
been in the hands of one competent oculist after another and
the refraction of the eye had been perfectly determined. The
only abnormal condition to be found was a cord-like condition
of the retinal arteries. I thought that the patient had had every¬
thing possible done for him; but I had already demonstrated
by the use of the vibratory apparatus in the normal eye that
I was able to reduce the size of the retinal artery. The
patient's vision for distance in one eye was 12/200 and the
other about 8/200. He was unable to read and was incapaci¬
tated from work. It occurred to me that what I had learned
might have application here. His kidneys, liver and digestion,
and every other function, so far as experts could determine,
were quite normal. I passed this instrument around the
sclerocorneal junction of each eye for a minute and repeated
the operation, and within five minutes the patient could read
22/100 with one eye and with the other 18/200. I looked in
the eye and found that the size of the arteries was perceptibly
larger, and there was the increased vision. So I determined to
continue the treatment. There was a progressive improvement
in the vision till within a month the patient could read with
his corrected glasses, which did not need any change. At the
time I saw him last (three years ago) he could read 20/20 and
Jager (Yeager) No. 1. He has been able to carry on his busi¬
ness with entire success since. This is perhaps the most
marked example I have met, but there are many other Cases
allied to this that I have been unable to reach in any other
way.

Dr. W. Zentmayer, Philadelphia: Five years ago I pre¬
sented this subject of spasm of the central artery of the
retina before this section on the basis of one case which I had
seen in consultation. A man had repeated attacks of trans-'
sient, monocular blindness, occurring over a period of two or

three days. Only on one occasion did it affect both eyes. He
had as many as ten or fifteen attacks in an hour. It is now
five years since the attack and he has never had a recurrence.
Some time afterward Dr. DeSchweinitz read a paper on the
results of toxemia, and I thought perhaps that case was

caused by toxemia. The study of the blood-pressure, at the
time of the attacks, however, showed that it was normal and
there was no evidence of arteriosclerosis. The interesting fact
in connection with the probable cause was that the only
treatment which seemed to relieve the spasm was free purga¬
tion.

Dr. J. L. Thompson, Indianapolis: Has anyone ever found
this condition in hysterical subjects? We often have it
temporarily in these subjects, a day or longer.

Dr. M. Feingold, New Orleans: Dr. Knapp makes a correct
distinction in these cases between cases based entirely on

spasm and those based on thrombosis or embolism. But I
wish to recite a case in which this sharp distinction cannot be
drawn. Several months ago a man of 74 called at my office.
I had examined his vision and prescribed glasses a year before.
He had been sitting at luncheon when he suddenly became
blind in one eye. I examined him and found his vision, which
was 5/30 a year ago was now 5/12, and he could read only the
right end of the line. He could not see the left end. The other
changes were practically nil, except that the disc in the left
was paler than in the right eye. The arteries were distinctly
visible, but possibly narrower. The veins were well filled. The

.

eye was practically normal except for the paleness of the disc.
Acting on what has been recommended by others I told the
patient to go home and take a free purge and come back the
next morning. This man has been long under treatment for
severe arteriosclerosis. The next morning he could see 5/30,
the whole line. I ordered the purgation to continue and
ordered sodium iodid, and in the course of four or five days
the vision returned to the normal condition, and the left disc
became almost of the same color as the right. This is one of
those border-line cases which we cannot distinctly define as
due to thrombosis or embolism or to spasm simply; because
we know thrombosis can be of such a character that it will
allow a certain amount of blood to flow through. The circula¬
tion in this ease was thoroughly reestablished in the course of
a few days.

Dr. W. Reber, Philadelphia: I take it that thrombosis can

take place without evidence of gross lesion. In the class of
cases in which there is no gross lesion we do not and we
cannot to-day, except clinically, distinguish between spasm
and thrombosis; but in those in which there is no thrombosis
and in which there is transient monocular blindness, such as

those described, the indications all point to toxemia. And I
am firmly convinced that, as Dr. Knapp has said, transient
blindness, monocular, is always a grave sign; very much
graver in the presence of an altered blood-pressure ; grave
enough though the blood-pressure may be negative. I should
be worried if I were subject to one attack of transient monoc¬
ular blindness. The treatment is eliminative, as in the two
cases cited. Nothing was of any avail until the patients were

purged with Epsom salts and water taken by way of the
intestine or by way of diaphoresis. The best possible elimina¬
tion in such cases is none too good.

Dr. W. Haughey, Battle Creek, Mich.:—I should like to
report a case I had three weeks ago. The patient is a man of
24, who when a boy was an athlete, always running. He
spent some time in the South, where he acquired the habit of
smoking to excess and drinking strong black coffee clear. Ho
had a very small refractive error in both eyes, which I cor¬
rected about a year ago. Three or four months ago he came
to me with a sudden partial blindness in the right eye. He
had 22/100 vision. I could see the retina and found dilated
vessels of the retina, which were small, and the heart action
was about as irregular as any I ever heard. The patient
would have missed beats and delayed beats, etc., but no par¬
ticular valvular difficulty. He had steadily improved under
eliminative treatment. This trouble was only in one eye and I
found it was toxic from tobacco or coffee. He has discon¬
tinued them both, and with strong eliminative treatment he is
improving.

Dr. A. Greenwood, Boston: I want to add my testimony to
that of Dr. Knapp that these conditions must be looked on as
very grave when they occur in patients with high arterial
blood-pressure. Some years ago at Atlantic City I read a

paper on obstruction of the retinal arteries, and have been
interested in them since. I feel very strongly that these cases
must be watched with the greatest care, and that everything
that can be done must be done to reduce the blood-pressure
where it has been raised. It has been my experience that the
blood-pressure has been raised in all cases, even in people
under 40. In the present day of high living in America there
is no question that we find advanced arteriosclerosis even in
the-younger generation, and I think this condition requires the
greatest care on the part of the ophthalmologist and also on
the part of the family physician.

Dr. Arnold Knapp, New York : As far as I remember Dr.
Ole Bull mentioned this first in 1857. He mentions Raynaud's
observations, so that the condition must have been familiar.
None of these patients were hysterical. In fact, in hysteria
the most important feature has been the normal condition of
the eye-ground. The exciting cause of the spasm is an inter¬
esting question, but it is complex. I want to emphasize the
importance of preventive treatment, because I think treatment
after the condition has occurred is nearly always unsatisfac¬
tory.

ACUTE GONORRHEAL SALPINGITIS
HENRY B. ORTON, M.D.

EAST ORANGE, N. J.

It is the primary purpose of this paper to report a
case of acute gonorrheal salpingitis cured by the injec-tion of antigonococcic serum, but a few words regarding
the ascension of gonorrheal infection in women will not,
I trust be out of place. Extension to the appendages is
estimated to occur in from 13 to 20 per cent. (Bunn).
The ascent of infection from cervix to fundus, and fun-
dus to the appendages, is usually favored by some con-

tributing cause such as sexual excess (especially in close
relation with the menstrual period), alcoholism; run-
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down system, abortion and labor, septic instruments, and
continued cohabitation with an infected male. The
vagina in adults is covered with thick stratified epithe-
lium which resists the infection, making gonorrheal
vaginitis a rather rare condition, although a secondary
vaginitis may be caused by a virulent cervical discharge
passing over the surface. I am not writing a treatise
on the pathology of gonorrheal infection, however, but
reporting the case from a therapeutic point of view only.
I know of only a few cases in which the antigonococcic
serum has been used in acute gonorrheal salpingitis, the
latest case being that of Dr. Albert T. Tuttle in which
he used the gonococcic vaccine. In old chronic cases,
especially gonorrheal arthritis, it has been used with
marked success.

Patient.—On February 28 I was called to see M. P., aged 20,
white, single, who gave me the following history: On Feb¬
ruary 15 she had intercourse; five days later she experienced
frequent and painful micturition, with a » little burning in
urethra and vulva. On February 22 the menses appeared and
continued for three days; then they suddenly ceased for two
days, then returned again and continued for one week. On
February 26 the patient felt chilly and had severe pains in the
head, left iliac fossa and over the pubic bone; with diarrhea,
anorexia, nausea and vomiting.

Examination.—On March 5 I made a vaginal examination.
The urethra showed a reddened and swollen mucous membrane;
the meatus urinarius was red and congested and slightly
everted. On pressing the urethra from the vaginal side I could
express a few drops of whitish discharge; this I collected on a

glass slide and examined for the gonococcus, which I found in
large numbers. There was a vaginal discharge ; the cervix was
reddened and congested and painful to touch. Pain was pres¬
ent over both iliac fossae but more on the left side; the left
tube was enlarged.

Treatment and Course of Disease.—The patient was already
in bed. I gave her massa hydrargyri gr. vii followed in the
morning by magnesium sulphate. Ice-bag over left iliac fossa,
and ordered a douche of tincture of iodin 3i to a quart of
warm water three times a day. On March 12 I injected under
aseptic conditions 2 ce. of the antigonococcic serum. The fever
went up in the afternoon after the injection. Again on March
15 and 17 respectively, I injected 2 c.c. more under the same

conditions. After the second injection the temperature dropped
and has remained down ever since. There was not the least
discomfort after any of the injections. I discharged the
patient, feeling perfectly well on March 29. She has been in
my office three times since for observation and has had no pain,
no discharge from either uterus or urethra.

The patient became infected just prior to her men¬
struation, and, in view of the bactériologie findings, I
can have no doubt as to the diagnosis. She was cured
by 6 c.c. of the antigonococcic serum in conjunction with
warm iodin vaginal douches. We should give a patient
suffering from gonorrheal salpingitis at least three
months before thinking of operation. Epididymitis does
not require castration. Why then should all cases of
gonorrheal salpingitis call for a salpingo-öophorectomy ?

51 William Street.

A CASE OF PRIMARY MASTOID PERIOSTITIS
WILLIAM PEARCE COUES, M.D.
Surgeon to the Boston Dispensary
BOSTON

Primary mastoid periostitis is so uncommon that the
report of a case is of interest. Blake and Reik1 say:

The diseases of the mastoid, which are the most frequent and
also the most important from a surgical point of view, are the
acute congestions and inflammations secondary to similar

1. Blake and Reik: Surgical Pathology and Treatment of Dis-
eases of the Ear, 1906.

processes in the middle ear. A careful study of the few cases
of reported primary mastoid inflammations on record suggests,
in the light of more recent experiences in this field of clinical
investigation, the suspicion that there had been previous middle
ear inflammations as the inceptor of a chronic quiescent mas-

toid disease which was later awakened to acute manifestations,
while in others the implication of the mastoid cells possibly
followed a superficial periostitis on the outer mastoid surface
with pus formation denudation of bone and subsequent spon-
taneous perforation inward.

History.\p=m-\F.D., single, aged 20, was seen at the surgical
clinic, Boston Dispensary, May 27, 1909. Father and mother,
three sisters and one brother, living and well. Patient has had
scarlet fever, whooping-cough, measles and tonsillitis. There is
no family history of tuberculosis and no history of ear trouble
known to patient.

Present Illness.—About one montli previous to patient's visit
to the dispensary a swelling was noticed posterior to the right
ear; it disappeared, but returned, with redness, and with ten¬
derness which was felt at the back of the neck also. Pain
extending up to the vertex was present. There was no marked
constitutional disturbance.

Examination.—This showed a slight, fairly well-nourished
and well-developed girl. The teeth were good; the throat
slightly reddened. There was pediculosis capitis. Nothing
abnormal was found in the examination of the heart and lungs.
There was a rather extensive psoriasis of long standing.
Directly over the right mastoid process was a brawny, red¬
dened, infiltrated area, the size of one-half the palm. Pos¬
teriorly there seemed to be indistinct fluctuation. The swelling
was moderately tender on pressure. No marked cervical
.adenitis was present. The patient was sent to the aural depart¬
ment of the dispensary for an examination, and the report sent
back that the ear was perfectly normal. The case was regarded
as one of postauricular abscess, possibly of glandular origin
(pediculosis).

Operation,—May 29 ether was given and a slightly curved
incision made over the most tender part of the swelling, carried
down quite deeply, but not to the bone; no pus found; free
bleeding; gauze drain; dressing. There was some relief from
pain following the incision. Next day swelling was the same;
no pus; redressed with hot boric gauze and drain replaced.
The patient did not do well; the cervical part of the swelling,
instead of becoming smaller, increased. There was consti¬
tutional disturbance.

Second Operation.—The incision was enlarged and a deep
cervical abscess opened. A rubber tube was introduced, appar¬
ently draining the abscess perfectly. There was now some im¬
provement, but it was not satisfactory. It was noticed at the
dressing that pressure on the mastoid increased the flow of pus
from the cervical incision, and the patient's consent to further
interference was obtained.

Third Operation.—The first part of the former incision was

deepened and carried down to the mastoid process ; bare bone
was seen and felt, but no softened areas were detected suggest¬
ing necrosis of mastoid cells. The incision was drained and
tube kept in the neck. The patient was seen at home and dressed
there. From this time on convalescence was rapid, the cervical
abscess drained well, gradually closed and the induration disap¬
peared. The wound over the mastoid cleaned up quickly and
covered with granulations, the drain here being soon removed.
The patient was discharged well June 22.

Five months afterwards the patient's mother stated that the
girl had been well, but that lately the scar had been somewhat
reddened. The patient was given instructions to report at the
clinic again, and reported in April, 1910. She stated that
there had been no recurrence of trouble and that she was per¬
fectly well.

The possibility of a mastoid periostitis, even though
two ear examinations showed the ear perfectly normal,
should have been thought of and the third operation,
which cured the patient, done earlier. No specific his¬
tory was obtained, but it would have been of interest to
have had a Wassermann reaction done in this case.

261 Beacon Street.
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